The World Health Organization's (WHO) most enduring contribution to improving global cancer pain management has undoubtedly been their working group's formalization and endorsement of the three step analgesic ladder. With the cry to arms that "Cancer is a third world problem, too" the WHO has directed their considerable prestige and influence at the status of comprehensive cancer care in developing nations, calling for "preventing, detecting and curing, relieving pain." The WHO's recommended approach to the special dilemma of developing nations involves an interrelated triparate strategy involving increased drug availability, the development of a national policy to support appropriate drug use, and the institution of appropriate educational programs (Figure one) .
One of the obvious key distinguishing features between developed and developing nations is economic, and as would be expected, the effects of poverty on public health are pervasive. The average per capita income of the 540 million inhabitants of sub-Saharan Africa is the equivalent of just 290 US dollars per year, and the region's combined gross national product is only equal to that of Belgium, a country of just 10 million inhabitants. 1 Of the 40 poorest nations in the world, 32 are located in sub-Saharan Africa. The baseline travails inherent to the region have in recent years been compounded by problems related to famines, drought, civil war, refugees, and AIDS. Foreign debt to the US has tripled over the last few years, and government spending on health care has recently been reduced by 50 percent.2 Regional per capita expenditures devoted to health care per person/per patient vary at best from 25 dollars in Botswana to, at worst, one dollar in Equatorial Guinea. 1 Nearly half of all new cancer cases occur today in developing nations, and by 2015, the proportion will have risen to an estimated two-thirds. 1 Cancer education, prevention, and screening is inade-quate even in developed nations, 3 but is a much more significant problem in developing nations where most initial contact with a physician occurs only after otherwise potentially curable disease is too far advanced to warrant other than palliative therapies. Only 5 percent of Ugandan cancer patients present sufficiently early to warrant treatment with chemotherapy or radiotherapy. 4 The most common malignancy in many of these countries, including much of Latin America, is cervical cancer, and 80-90 percent of patients present initially with stage three and four disease. AIDS remains a problem of epidemic proportions, especially in Africa and Southeast Asia. In 1992, nine to 11 million adults were believed to be sero-positive for HIV antibodies, and by 2015, the cumulative total of HIV positive persons will probably range from 30-40 million. 5 Opioid availability is a contentious issue. As emphasized by Joranson 6 and Olweny, 1 data suggests that, regrettably, good palliative care is a "luxury" of those living in rich nations. Almost all morphine is consumed in developed nations, and little or no morphine is used in nearly half of the world's countries. Despite global increases in morphine use since the beginning of WHO initiatives, daily per capita consumption which exceeds 400 mg in the US and elsewhere, remains less than 20 mg in most of Africa. Although the situation is probably improving consistently, some disturbing trends have emerged. Due to a variety of reasons, most of which are fiscal, many countries with new access to high tech transdermal and slow release oral preparations still lack access to immediate release morphine systems or elixir.
Although there is not enough being done, it is hard to know where to start, especially for a Westerner. As co-chair of the JASP Task Force on Pain and AIDS, I was excited at the prospect of visiting Bangkok and Kenya, two regions where AIDS is highly prevalent. My personal observations confirmed an almost complete failure to recognize and treat pain in AIDS patients. What, as an outsider, I initially failed to grasp is that this is not unexpected in the context of an absence of adequate food, clothing, shelter, and other basic medications. At the AIDS center I visited in Bangkok that was run by Buddhist monks, there was almost identi-cally intense activity around the crematorium as there was around the infirmary.
One of the more exciting experiences in my career was spent teaching and learning from the interdisciplinary team that comprises the Nairobi Hospice. By dint of the vision and efforts of regular people, and without high technology, the Nairobi Hospice is carrying out extraordinary work. Their motto is: Put life into their days, not just days into their life. Despite the extraordinary limitations imposed by ambient cultural and economic factors, they are very effective. As of this writing, they still limit their care to patients with cancer due to a lack of resources to take of symptomatic HIV disease. On the following pages is the transcript of the award winning film, Put life into their days, not just days into their life, about the Nairobi Hospice.
Dealing with the "Third world" cancer, AIDS, and pain problem is somewhat analogous to the situation that often arises for me around the need for discuss- 
...with respect to the rest of the world, seemingly small efforts on our part can make an immense difference.
ing imminent death with a patient or family member. While I've rarely felt I've known "just what to say" in these settings, my intention to simply engage in the conversation can be a very powerful catalyst that, in and of itself, may move the situation forward, often in ways that could not be otherwise anticipated. So, with respect to the rest of the world, seemingly small efforts on our part can make an immense difference. Given the striking lack of resources in these settings, simple efforts like contributing equipment, books, journals, and even a little money will make huge differences. I would also emphasize the power of the simple gift of our attention. Communicating support for such geographically remote efforts can be tremendously heartening for workers otherwise at risk for feeling isolated and discouraged.
What those of us in developed nations may get back by engaging ourselves with our colleagues in distant, more impoverished climes, even when our actions seem small, is often surprising, and is invariably a big feeling of making a difference.
The Nairobi Hospice transcript
(I wish to offer my strongest encouragement to the health care providers who are reading this to give some small something of themselves to be a part of the work depicted in this award winning film-be it a note that reflects your response or a small check or donation of teaching materials, I assure you it will be well worth the effort or cost. The Nairobi Hospice can be reached in care of Brigid Sirengo, Nairobi Hospice, Box 74818, Nairobi, Kenya.) Narrator: Cancer was long thought of as mainly a disease of the West. That may once have been true, but no longer.
A village in Central Kenya mourns Grace Wambua, a victim of cancer of the cervix. Like most cancer sufferers in Africa, Grace's condition was unrecognized, until it was too late for treatment to have any real hope of success. Unlike many other sufferers, the last three months of Grace's life were at least made more bearable by the help she received from one of Africa's few centers of pain control.
"Put life into their days, not just days into their life" is the motto of the Nairobi Hospice. Dr. Mike Hughes and Nursing Officer, Timina Muindi, prepare to see patients. In contrast to most hospices in the West, home care is at the heart of the activities here.
Muindi: We do not have inpatients here, because it is very expensive. We thought the best way to have hospice care in Kenya is to have community and family involvement-to get the family and community involved in the care of the patient. Being a new concept, if we started with having an inpatient facility, I think we would have been taken as a dumping ground.
Narrator: The preparations completed, Timina and Mike set out from the modest building that houses the hospice. It is on the grounds of the governmentrun Kenyatta National Hospital.
The stresses of a more urban lifestyle-more fragmented families, changes in diet, unrestrained smoking, all could be contributing to more cancer being seen. And only one in 10 of those with cancer receives effective treatment. The first visit is to Kasarani State, on the outskirts of Nairobi. It's to the home of a woman with breast cancer.
Mary Wanjiru asked today how far the cancer has spread into her lung, whether she has any chance of recovery. And if not, why she had to pay so much to be treated earlier in hospital.
Dr. Hughes: With some cancers, it's not possible to cure. Early in the disease, they may have given chemotherapy, hoping it would cure. But now, the disease has spread. It's changed so we know chemotherapy can't cure.
Narrator: The hospice team tells Mary that the morphine they've given her to take away her pain and make her more comfortable, may help her live longer. She tells them her death is in God's hands, something they hear often in this country of strong religious conviction. But they are concerned that the pain relief is not as good as it could be. Mary shares in the decision to increase the dosage of liquid morphine.
As cancer progresses, inevitably an increasing burden is placed upon relatives and companions of the sufferer. Mary is looked after by Ungiani, who's only 10.
Today, it's just a bumpy ride between patients. In the wet season, these roads can turn into a quagmire, and the home visiting becomes more of a challenge.
Benta Okello is now confined to her bed here at her home on Nairobi's Haruma estate. She came back after a spell in hospital that left her in a pitiful state. From her breast cancer, she developed a condition known as cord compression. She was left paralyzed from the waist down, lying in her urine and feces. Another legacy of Benta's stay in hospital is a horrible bedsore. But her relatives have learned how to dress it. And now they're shown how to use a syringe to step up her oral morphine doses.
Jeremy Ignaga has cancer of the post-nasal space. It's quite common in Kenya, and could be related to charcoal burning in the confined area of the typical Kenyan home. The cancer and its recurrence cruelly cut off Jeremy's hopes of studying at college. It's the first time hospice staff have met his father, who lives more than a 100 miles away. Mike asks Jeremy if his father understands his condition.
Dr. Hughes: Do you want us to talk to him?
"Put life into their days, not just days into their life" is the motto of the Nairobi Hospice.
In contrast to most hospices in the West, home care is at the heart of the activities here.
is the leading Hospice & Pain Management Journal and has been since 1984. Shouldn't you be subscribing?
Jeremy: If you want to talk to him, he's ready for you... Narrator: They have to break the news that Jeremy can't be cured, but would now be best cared for at the family home. His family feared he'd picked up AIDS, bringing shame on the family. Once he learns it's not AIDS, the father is happy to have him home, and moves on to practical questions about looking after him. For example, is cancer infectious?
Translator: He's asking what about people sharing beds together? Dr. Hughes: No problem...it's very safe. Narrator: They will be given roughly two weeks supply of morphine, the maximum amount to be taken unsupervised. It's hoped they will find a way of keeping in contact. The hospice recognizes that the challenge is to make pain control and palliative care for terminally ill patients as widely available as possible.
Muindi: Among the patients that we look after, they come from outside Nairobi. They are the farthest from us. We try to control their pain and any other symptoms they might have. And then, when they go upcountry to the rural areas, there are some relatives and friends. Through them we remain in contact because these patients are too ill to keep coming to Nairobi each time they need to see a doctor or to see us as a team. So that we will remain in touch, we know that it is not perfect, but at least it is something we can do for them for the time being.
Narrator: To extend their reach, they hold courses for doctors and nurses from government and mission hospitals in the hospital's training wing. Some of the participants will be posted to provincial centers later on.
Muindi:
We are thinking, get the health care professionals; that is, the doctors, the nurses, the pharmacists, and other health care workers, to have some teaching in hospice care. And also, the other way, is to have the hospice care concept to be introduced in the training curriculum, both for nurses and doctors, so that all the nurses and doctors, as they come out of the training school, already know something about hospice care.
Narrator: The Kenyata Hospital calls on the hospice to help in looking after some of its cancer patients. John Muindi, a peasant farmer with nine children, was supposed to start radiotherapy for lung cancer a month ago, but nothing's happened. There can be many reasons. The radiotherapists are over stretched. The heavily used machine often breaks down.
Joseph Kathomo has a tumor associated with asbestosis. He underwent a major operation, but the cancer was too widespread for it to succeed. So he is now having a course of radiotherapy. Apart from a daughter in Nairobi, his family, 300 miles away in Mombasa, are unaware of the seriousness of his condition. Joseph is struggling to come to terms with it himself. The hospice staff work with his psychological pain as well as the physical. The hospice's success in insuring a supply of powerful pain relieving drugs at reasonable cost in Kenya, has been of much benefit to the hospitals. But the question is still asked whether this isn't second-class care? Hopes of an actual cure are natural, particularly, among the parents of the young patients in the children's cancer ward.
Doctor: At the moment, the parents, when they bring children to hospital, they expect them to be cured. They have been ill-counseled particularly by the referring doctors, who gave them a lot of hope that these children are going to be cured when they get to a cancer treatment ward. But with continual counseling of both the parents and the children, they have come to understand...and come to terms with the condition. So that they do accept that, if nothing can be done to cure the cancer, the best that that can be done for the child should be done. We have created awareness within the health professionals, that it's not just the cure that the patient comes for at the hospital. Cure is rare, but comfort is there...and it's there always.
Narrator: For those who need to remain in hospital because of the treatment they are receiving, the hospice has a day center, where they can meet and support each other, talk to staff in a more informal way, and take part in a variety of activities. The day center is run with the help of volunteers. They are also involved in other aspects of the hospice's work, not least of which is the local fund raising that complements the grants from overseas.
Margaret: Gandon talks from her own experience about working with the family of a dying child.
Gandon: The patient was a six-yearold-boy, who I never really saw more than semi-conscious. So it was the parents, the young parents, that I was involved with visiting. The most important thing that I found for me, was being able to give lots and lots of time; and to sit with those parents for one-to-two hours at a time. And maybe even only in the last five or 10 minutes, we would get on to something serious.
Narrator: Lucy Kinyonjui not only coordinates the volunteers, she's also the hospice counselor. It means helping bereaved families.
Family member: He was going through tremendous pain, and while you alleviate all his pain...we were not that strong, and I think he wanted us to be strong.
Narrator: Across Kenya's diverse cultures and religious communities, the ...there is a patient comfort fund to help those who cannot afford to contribute toward the medicines or the home visits.
Across Kenya's diverse cultures and religious communities, the aim of the hospice is to provide unhurried care for patients and their relatives.
aim of the hospice is to provide unhurried care for patients and their relatives.
As her husband Brian's illness continues, the strain on Mary Epsom is beginning to tell.
Epsom: Well, I'm terribly lucky because I have got my own children here, and lots of friends, wonderful staff at school, and wonderful staff here...it makes it easier.
Narrator: What the Nairobi Hospice is doing, above all, is building on instinctive caring skills. This slum in Langarta, near Nairobi, sprang up around large houses and estates, where there's casual labor to be had. In the heart of it, a family that has virtually no income at all has been struck down by cancer.
For John Amyunya, it's a considerable effort just to step outside the small, single room shack where he lives with his mother and two other relatives. On top of having lung cancer, it's suspected he's HIV positive. Timina Muindi says that against the odds of life here, his mother has done a remarkable job looking after him.
Muindi: There are times we have had a lot of problems counseling, because John does not like to come out of the house...because where he is living, people are thinking that what he has is very infectious. The mother of John has not gone to school, so we had a lot of time to show his mother how to mix up morphine. And when she saw John was improving, she was very keen in the measurement, and that has helped a lot.
We are concerned about the plight of AIDS patients. And, in fact, a number of our patients have got cancer and AIDS, as well. So, in fact, we support them in some ways and in the training programs we have for health care professionals, we always have a session of the management of the terminally ill AIDS patient. So we are aware; we are concerned about them, but because of the limited resources, for now, we thought we'd confine ourselves to what we can cope with, to start with. Then, if we have sufficient resources, then we will accommodate others, like those suffering from AIDS.
Narrator: The hospice recovers, from patients, a small part of the cost of the morphine, the steroids, and the antiemetic, and anti-inflammatory drugs it supplies to them on the recommendation of the World Health Organization. But there is a patient comfort fund to help those who cannot afford to contribute toward the medicines or the home visits.
Muindi: We are still young. We are in a developing country, but personally, I don't feel that you need to be complicated before you can provide support and care to the terminally ill. They don't need complexities, they don't need technology...complicated technology...what they need is you and me. Another fellow human being to show that you care, to come alongside them. I don't think that developing countries have to wait, to think they are not ready, to think they do not have the resources. Even with the simplest things that we have, we can still manage to support these patients and their families.
Narrator: It's sadly all too clear that the Nairobi Hospice will find itself called upon more and more to relieve what can so easily be the acute pain and the indignity of death from cancer. Its most important partners in doing so will always be those closest to the patients.
